A 43-year-old man with a 9-year history of schizophrenia presented with productive cough, and was diagnosed with pneumonia of the left lung. As treatment with clarithromycin followed by garenoxacin was not effective, the patient was referred to our hospital. Although physical examination was unremarkable, chest X-ray and enhanced CT showed an irregular-shaped mass in the left inferior lobe, with airway stenosis of the lobar bronchus due to wall thickness and hilar lymphadenopathy (figure 1A-C). The bronchoscopic view of swollen mucosa with nodules was compatible with lung cancer mucosal invasion ( figure 2A, B) . However, mucosal biopsies revealed tiny clumps including filamentous branching of the bacteria with radial arrangement surrounded by inflammatory cells ( figure 2C ) and food residues. These pathological findings were compatible with endobronchial actinomycosis. The patient was treated with parenteral ampicillin (6 g/day) for 1 month, followed by oral amoxicillin (1.5 g/day) for 5 months. After the antibiotic treatment, chest CT showed disappearance of the mass shadow, airway stenosis and hilar lymphadenopathy.
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DESCRIPTION
A 43-year-old man with a 9-year history of schizophrenia presented with productive cough, and was diagnosed with pneumonia of the left lung. As treatment with clarithromycin followed by garenoxacin was not effective, the patient was referred to our hospital. Although physical examination was unremarkable, chest X-ray and enhanced CT showed an irregular-shaped mass in the left inferior lobe, with airway stenosis of the lobar bronchus due to wall thickness and hilar lymphadenopathy (figure 1A-C). The bronchoscopic view of swollen mucosa with nodules was compatible with lung cancer mucosal invasion ( figure 2A, B) . However, mucosal biopsies revealed tiny clumps including filamentous branching of the bacteria with radial arrangement surrounded by inflammatory cells ( figure 2C ) and food residues. These pathological findings were compatible with endobronchial actinomycosis. The patient was treated with parenteral ampicillin (6 g/day) for 1 month, followed by oral amoxicillin (1.5 g/day) for 5 months. After the antibiotic treatment, chest CT showed disappearance of the mass shadow, airway stenosis and hilar lymphadenopathy.
The patient had many risk factors for pulmonary actinomycosis, such as pre-existing dental disease, poor oropharyngeal hygiene and smoking. 1 Although pulmonary actinomycosis occasionally accompanies severe bronchial lesions, bacterial confirmation in sputum or bronchial lavage is difficult. 2 In addition, a case of Actinomyces lymphadenitis has been reported in which lymph node biopsy revealed the characteristic sulfur granules of Actinomyces. 3 An overlapping lung parenchymal and bronchial lesion, with hilar lymphadenopathy in pulmonary actinomycosis are rare, but should be considered in the differential diagnosis of lung cancer. Learning points ▸ Pulmonary actinomycosis should be considered in the differential diagnosis of lung cancer because it can present as either or both of a parenchymal and bronchial lesion and hilar lymphadenopathy. ▸ This disease is mainly caused by aspiration of oropharyngeal secretions. Therefore, pre-existing dental disease, poor oropharyngeal hygiene and smoking may be risk factors for onset. ▸ As bacterial confirmation in sputum or bronchial lavage is usually difficult, diagnosis requires additional factors such as characteristic pathological findings and the response to appropriate antibiotic treatment.
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